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SAortic wall defect buttressing has been described with
patches of abdominal rectus muscle fascia, parietal pleura,
bovine pericardium, omentum, or latissimus dorsi mus-
cle.4,5,13 In the study by Sasahara and colleagues,13 histo-
logic examination of the abdominal rectus muscle fascia
patch used to cover aortic defect showed a thicker collage-
nous tissue than in any other aortic wall region. Therefore,
aortic defect buttressing may strengthen the aortic wall,
increasing stent-graft stability and potentially avoiding
dangerous aortic fistula with neighboring structures.
CONCLUSIONS
In our experience, thoracic aortic endografting allowed
safe en bloc resection of tumors invading the aortic wall.
This option was particularly helpful for tumors extending
into the aortic wall and the spine. Therefore, we suggest
the extension of indication for thoracic aortic endograft to
specific oncologic cases. Routine preoperative aortic imag-
ing, including transesphageal echocardiography and intra-
vascular ultrasound, may help better define the indication
for endografting and should be assessed in the future.
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Dr Mathew Williams (New York, NY). In terms of staging, did
you do these all at the same time or did you place the endograft pre-
viously and then bring them back? In the patients in whom you re-
constructed the aorta, how did you control the aorta? Did you
clamp it or use an endo-occlusion balloon?
Dr Collaud.All these patients were staged before the aortic en-
dografting. All of our patients with non–small cell lung cancer had
T4 N0 lung cancer.We never clamp the aorta in any of our patients.
Dr Williams. How soon before the resection did you do the
endograft?
Dr Collaud. The endografting has been done from the first day
up to the 17th day. The longest delay was 17 days.
Dr Williams. But always at least 1 day?
Dr Collaud. Yes. We have never done both the endografting
and the resection during the same anesthesia to assess the patient
both clinically and radiologically for potential endograft-related
complications.
Dr Osman Al-Radi (Jeddah, Saudi Arabia). Is there a limit to
how much invasion of the aorta there has to be for this to be
feasible, like if the invasion is more than half of the circumference
of the aorta? Have you decided when not to do this in terms of
circumference and length?
Dr Collaud. The widest excision we performed was in patient
5, who had infiltration of half of the circumference of the aorta and
about the width of 4 cm. From this, I think half of the circumfer-
ence is the biggest aortic wall defect we can do if we remove the
full thickness.
There is an experimental study performed in mongrel dogs in
which they removed half of the circumference, and they also
started to have complications at the site of resection of the
wall. So it is probably safer to resect less than half of the
circumference.gery c April 2014
